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Clinical nutrition and foodservice personnel in
teaching hospitals have different perceptions of
total quality management performance

YUKYEONG CHONG, PhD; NAN UNKLESBAY, PhD, RD; RICHARD DOWDY, PhD

ABSTRACT

Objective To investigate the perceived total quality
management (TQM) performance of their department by
clinical nutrition managers and dietitians, and foodservice
managers and supervisors, in hospital food and nutrition
service departments.

Design Using a 2-part questionnaire containing items about
3 constructs of TQM performance and demographic charac-
teristics, participants rated their perceptions of TQM
performance.

Subjects Employees in 7 Council of Teaching Hospitals. Of
the 128 possible respondents,; 73 (57%) completed the
study.

Statistical analyses performed Correlation analysis to
identify relationships between demographic characteristics
and TQM performance. Analysis of variance to investigate
statistical differences among hospitals and between subject
groups and types of employment positions.

Results Three TQM constructs—organization, information,
and quality management—were evaluated. The clinical
nutrition manager and dietitian group had mean ratings
between 3.1 and 4.7 (5-point Likert scale); the foodservice
manager and supervisor group had mean ratings from 2.7 to
4.0. Education level was significantly correlated (r=0.44) to
performance of employee training in the clinical nutrition
group. The number of employees directly supervised was
negatively correlated (r=-0.21) to the performance of
employee training in the foodservice group.

Applications As the dynamic roles of dietitians change,
many dietitians will occupy management positions in
organizations such as restaurants, health food stores, food
processing/distribution companies, and schools. This study
demonstrates how a TQM survey instrument could be
applied to clinical nutrition and foodservice settings.
Dietitians will need to assess TQM in their workplace
facilities, especially because of the direct links of TQM to
productivity and client satisfaction. J Am Diet Assoc.
2000;100:1044-1049.
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he primary total quality management (TQM) principles

are to focus on satisfying the needs and expectations of

customers and to constantly improve the quality of all

organizational activities and processes (1-4). The 3 com-
ponents of a TQM strategy are customers, processes, and
employees (5). Juran (6) identified determining customer
needs and developing product features that respond to themas
essential elements in the quality planning process. In TQM a
process is defined as “a series of operations linked together to
provide a result that has increased value” (7). Results should
meet customers’ needs while achieving reduced process varia-
tion and completion time.

Cornumunication is an important function in different hierar-
chical structures (8). Hess (9) and Beasley (10) applied the
method of Deming (11) in their studies of hospital food and
nutrition services. Health care professionals recognize that
TQM is not mastered quickly and that the process needs
consistent attention (12). A system involving rapid and con-
tinual assessment has been suggested by researchers in health
care facilities (13).

Quality assurance has been used to measure quality of care
(14-16) and to evaluate the accuracy of hospital tray lines (17).
Quality assurance is employed in most hospitals to meet regu-
latory requirements, is used as a tool for evaluating the quality
of care, and focuses on the individual provider, often motivat-
ing people by fear (18). In contrast, continuous quality im-
provement is a more effective system for converting specific
patient needs into effective clinical outcomes with the goal of
“achieving excellence as defined by patient satisfaction, clini-
cal and functional status outcomes, cost, and external regula-
tory requirements” (19). Continuous quality improvement
focuses on the system’s performance first and the individual’s
performance second.
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Recognition of the importance of TQM implementation and
commitment to quality improvement in food and nutrition
services in hospitals has increased. However, limited research
has been published that evaluate the performance of TQM
approaches in hospital food and nutrition services. Perfor-
mance measures in the accreditation process of the Joint
Commission on Accreditation of Healthcare Organizations
(JCAHO) evaluate an entire hospital and provide broad stan-
dards and examples of performance for dietitians (19). The
JCAHO requirements should be applied to food and nutrition
services and actively promoted (20,21).

This study was designed to investigate and compare the
perceived TQM performance of their department by clinical
nutrition managers and dietitians and by foodservice managers
and supervisors in teaching hospitals.

METHODS

To solicit participation, letters were mailed to managers of food
and nutrition services in the 11 Missouri hospitals that were
members of the Council of Teaching Hospitals (22). Seven
agreed to participate and their organizational charts were
obtained. Four hospitals did not participate; in one hospital the
position of food and nutrition services director was vacant and
in 3 hospitals the employee unions rejected participation.

Subjects

Subjects consisted of a foodservice group and a clinical nutri-
tion group. A foodservice director or manager and foodservice
supervisors were included in the foodservice group for which
there were 67 possible respondents. Clinical nutrition manag-
ersand clinical nutrition dietitians were included in the clinical
nutrition group for which there were 61 possible respondents.

Instrument

A 2-part questionnaire developed and validated by Chong (23)
was used. The first part, which rated perceived TQM perfor-
mance, contained 41 and 46 statements for the clinical nutri-
tion and foodservice groups, respectively. The statements
sought perceptions of participants regarding TQM perfor-
mance of their departments for 3 management constructs:
organization, information, and quality management. The orga-
nization management construct consisted of 6 aspects: quality
policy, strategies, responsibility, employee involvement, em-
ployee training, and reward system. The information manage-
ment construct had 3 aspects: conducting documentation,
providing information in a communication system, and ex-
changing information. The quality management construct also
had 3 aspects: quality evaluation, objective quality results, and
standard procedures.

All statements regarding organization management and in-
formation management contained basically the same content
for the clinical nutrition and foodservice groups. Quality man-
agement statements were different: they focused on quality of
nutrition care and standards of care for the clinical nutrition
group and quality of food products and service for the
foodservice group. Respondents were asked to indicate their
perceived performance using a 5-point Likert scale; 1 indicated
a strongly negative reaction to the statement and 5 indicated
a strongly positive reaction.

Cronbach o was calculated to evaluate the internal consis-
tency of the survey instrument. For perceived TQM perfor-
mance, interitem correlations and Cronbach o values were
obtained for each management construct. Cronbach o for
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organization management was 0.85, and it was 0.82 for infor-
mation management. The o for quality management for the
foodservice group was 0.96, and for the clinical nutrition group
it was 0.85. These coefficients indicated acceptable reliability
of the survey instrument (24).

The second part of the survey instrument elicited demo-
graphic data: gender, age, employment status, education level,
hospital work experience, position in organization, and num-
ber of employees directly supervised.

Statistical Analyses

Data analysis was conducted with the Statistical Analysis
System (PC SAS for Windows, version 6.12, SAS Institute,
Cary, NC). Descriptive statistics were used to analyze data for
gender, age, and education level. The Pearson product mo-
ment correlation coefficients was conducted to identify rela-
tionships among education level, work experience in food and
nutrition services, and number of employees directly super-
vised and perceived TQM performances.

Analysis of variance was performed to investigate differ-
ences among the 7 hospitals, between the clinical nutrition and
foodservice groups, and between 2 types of positions in the
department organization (clinical nutrition manager/
foodservice manager and clinical nutrition dietitian/foodservice
supervisor).

RESULTS

Characteristics of Hospitals

All hospitals were accredited by JCAHO; operating bed capaci-
ties ranged from 145 to 360. Foodservice and clinical nutrition
were in the same department in 3 hospitals, 2 hospitals were
separating them at the time of our study, and 2 operated
separate departments. In 2 hospitals commercial companies
served all meals.

Profile of Respondents

The overall survey response rate was 60%, with 77 of 128
possible respondents: 42 in the clinical nutrition group and 35
in the foodservice group. This rate compared favorably with
data from previous research studies (25,26). Demographic
data for the 77 participants are given in Table 1. Most of the
clinical nutrition managers and dietitians did not directly
supervise employees. The characteristics of the subjects in this
study were different from those in a previous study (27) in
which 55% of the respondents supervised employees.

Overall TQM Performance Perceived by Respondents

The 21 variables measured for organization, information, and
quality management are listed in Table 2. Each variable had
several attributes. For example, for nutrition care process
evaluation (III-1-f in Table 2), respondents rated their regular
evaluations of the nutrition assessment process, the nutrition
education process, their patients’ understanding of nutrition
education, and the nutrition care process (21). Profile means
of the clinical nutrition group perceived TQM performance
variables ranged from 3.1 to 4.7 (5-point Likert scale) (Table
2). These means were higher than those of the foodservice
group (range=2.7 to 4.0). The highest means for perceived
TQM performance variables in the clinical nutrition group were
conducting documentation regarding care, quality policies and
quality goals, and communication process evaluation; the 3
highest variables in the foodservice group were patient satis-
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Table 1
Demographic data of study subjects (N=77)

Variable Clinical nutrition Foodservice
group (n=42)* group (n=35)°
No. % No. %
Gender
Female 41 97 22 64
Male 1 3 13 36
Age (y)
<20 0 0 1 3
20-29 10 24 2 6
30-39 16 3! 1 3
40-49 il 32 15 43
50-59 2 5 6 17
=60 1 2 0 0
Education level
High school or less 0 0 6 17
Some college 0 0 14 40
College graduate 16 38 7 20
Graduate work 7 W 2 6
Graduate degree 18 45 6 17
Hospital work experience (y)
=2 18 43 7 20
3-5 8 19 2 6
6-10 8 19 7 20
=11 8 19 19 54
No. of employees supervised
0 35 84 0 0
1-3 1 2 1 3
4-8 2 5 6 A7
9-15 3 7 12 34
>15 1 2 16 46
Position in organization
Manager 6 14 1 31
Dietitian 36 86 NAP NA
Supervisor NA NA 24 69

2Clinical nutrition group=clinical nutrition managers and dietitians; Foodser-
vice group=foodservice managers and foodservice supervisors.
°NA=not applicable.
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faction evaluation, quality policies and quality goals, and stan-
dard procedures. The TQM performance variables with the
lowest means for the clinical nutrition group were employee
satisfaction evaluation, reward system based on employees’
efforts, and employee training. Providing information through
communication system, employee satisfaction evaluation, and
reward system were the lowest 3 variables for the foodservice
group (Table 2). Patient satisfaction evaluation (III-1-6) re-
ceived scores of 3.6 and 4.2 from the clinical nutrition and
foodservice groups, respectively.

Correlation Analysis Between Perceived TQM Perfor-
mance and Demographic Variables of Respondents
Table 2 lists the values for correlation analyses between edu-
cation level, work experience in hospital food and nutrition
services, and number of employees directly supervised and
perceived TQM performances. For the clinical nutrition group,
education level was positively correlated to the variables of
overall organization management, (T), emnployee training (1-5),
responsibility (I-3), and standard procedures (III-3). Work
experience was positively correlated to quality evaluation (111-
1), quality improvement concept (II-1-d), and nutrition care
quality evaluation (IlI-1-g). No correlations were found be-
tween the number of supervised employees and the variables.
For the foodservice group, the number of employees directly
supervised was negatively correlated to employee training (I-
5). For patient satisfaction evaluation, the foodservice group
rated this variable higher than the clinical nutrition group.

Comparisons of Perceived TQM Performance Between
Types of Position, Subject Groups, and Hospitals
Positions were classified to indicate manager (CN managers
and FS managers, n=17) and employee (clinical nutrition
dietitian and foodservice supervisor, n=60). Analysis of vari-
ance for organization management (1) showed that there was
a statistically significant difference between type of position
for quality policy (I-1) and employee involvement in planning
quality care (I-4); namely, managers perceived higher TQM
performances than employees. For overall information man-
agement (II), conducting documentation (II-1), and providing
information through communication system (11-2), there were
significant differences between the 2 types of position: scores
were 4.1 vs 3.7, 4.6 vs 4.2, and 3.9 vs 3.3, for managers and
employees, respectively. For perceived performance of pro-
viding information through the communication system (II-2),
an interaction occurred between type of position and subject
group. Clinical nutrition managers, foodservice managers, and
clinical nutrition dietitians rated performance on information
management variables more highly than foodservice supervi-
SOTS.

Significant differences were detected among the 7 hospitals
for 6 variables of TQM performance: overall information man-
agement (II), exchanging information (II-3), overall quality
management (III), patient satisfaction evaluation (1lI-1-b),
communication process evaluation (I1I-1-¢), and standard pro-
cedures (I1I-3). One hospital had low scores for these 6 vari-
ables, ranging from 2.53 for standard procedures to 3.0 for
overall quality management. These scores were 1.5 to 2.0
points below those of the other hospitals. No consistent differ-
ences were noted between the food and nutrition services
systems and among 3 types of department structures. One
hospital rated performance in exchanging information (II-2)
significantly high, and one hospital rated performance high in
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Table 2
Profiles of total quality management (TQM) performance and correlations with education, work experience, and number of employees su-
pervised
Variable CN (n=42)* FS (n=35)"
Profile Education Work No. of Profile Education Work No. of
mean+=SD® level experience employees mean+=SD level experience employees
supervised supervised
rvalue > et YA —rre—a—d
I. Overall organization management 3.8-:04 0.34* 0.27 -0.04 3.4x0.7 0.03 0.20 ~0.15
1 Quality policies and quality goals 4.4x0.5 =027 0.08 0.01 4.0+0.7 0.41 -0.03 -0.04
2 Strategies to provide product quality 3.6=0.6 0.01 =002 —0.24 3.7+0.6 0.03 ~0.01 0.22
3 Responsibility displayed on
organizational chart 4.1x0.7 0.30 0.23 0.09 3.8+1.0 0.12 0.13 0.05
4 Employee involvement in planning
quality care 4.1+08 0.21 0.11 —0.09 3.0x1.0 0.03 0.18 —-0.21
5 Employee training program
containing quality concepts 3.3+0.8 0.44** 0.31 0.08 3.2+1.0 —(@:21 0.30 -0.38*
6 Reward system based on
employees’ efforts 3.1x0.8 0.5 0.24 =015 3.0x1.0 0.15 0.19 -0.09
Il. Overall information management  4.1+0.4 -0.02 0.08 0.1 3.6+x0.9 0.14 0.04 =015
1 Conducting documentation
regarding care 47+45 0.03 0.25 —-0.01 49+1.0 0.27 —-0.09 -0.28
2 Providing information through
communication system 3950.7 -0.06 -0.04 0.09 27%1.2 0.18 0.19 —0.04
3 Exchanging information with other
departments 3.8+0.5 0.03 0.03 0.13 3.6+0.8 -0.14 —0.30 —0.10
lll. Overall quality management 3.7x04 ~0.17 0.31 -0.12 3.7+0.6 ~0.13 —-0.03 -0.18
1 Quality evaluation 3.8+04 —0.08 0.34* -0.05 37x0.7 —-0.08 —-0.08 —0i17
1-a Employee satisfaction evaluation 3.1x08 0.16 0.12 0.06 29x13 —0.01 0.11 =0.23
1-b Patient satisfaction evaluation 3.6x0.9 -0.18 0.21 -0.01 4.2*0.7 0.14 -0.10 022
1-c Communication process evaluation  4.1+0.6 0.01 0.28 -0.08 3.8+09 =0.10 -0.07 =025
1-d Quality improvement concept 3.8+0.7 0.22 037" 0.12 3.6x0.8 =012 —0.14 b
1-e Documentation analysis evaluation 41+0.6 ~0.21 0.15 -0.18 3.8+x0.9 -0.14 —0.22 0.07
1-f Nutrition care process evaluation 3.8+0.7 —0.27 -0.07 -0.10
1-g Nutrition care quality evaluation 4004 0.03 0.40* 0.02
1-h Food process evaluation 3.8+0.7 —0.04 —-0.18 -=0.02
1-i Food quality evaluation 3.8+0.7 =015 0.04 -0.08
2 Objective quality results 3.4+05 0.05 —0.06 —0.06 3.5+0.6 =0l 0.01 -0.09
3 Standard procedures 4.0x0.6 -0.32 -0.15 =0.15 4.0+0.6 -0.12 —0.01 -0.24

3CN group=clinical nutrition managers and dietitians; FS group=foodservice managers and foodservice supervisors.
®Mean score on a 5-point Likert scale. SD=standard deviation.
P05 R P< 0L
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standard procedures (III-3). Other than these findings, the
TQM performances for quality management for the hospitals
were rated relatively similar to one another.

A trend toward segmentation
is occurring in hospital food
and nutrition services,
whereby foodservices
and clinical nutrition
services are separate

DISCUSSION
Because the hospitals were accredited by JCAHO, quality
policies should have been firrly fixed. In accordance with the
quality policies, quality goals or standards of care should have
been stable and perceived as relatively high by respondents.
Performance in regard to quality policy was one of the items
rated highest by both the clinical nutrition and foodservice
groups. The clinical nutrition group had a significantly higher
score for quality policies and quality goals for foodservice and
nutrition care than the foodservice group. When systems and
types of health care organizations differ, strategies and goals
may be different. Development of organization quality policy
should be an individual process and unique to each organiza-
tion (29). Although it is beyond the scope of this study to
document specific quality policies and goals, our data indi-
cated that the hospitals had their own distinct quality missions.
The clinical nutrition group highly rated conducting docu-
mentation, probably because almost all clinical nutrition dieti-
tians kept files (manual or computerized) about patients’
nutrition status after counseling. The clinical nutrition group
perceived patient satisfaction evaluation relatively lower than
the foodservice group. The foodservice group perceived high
performance in conducting patient satisfaction evaluation in
terms of food quality and foodservice, whereas the clinical
nutrition group perceived low performance on this variable in
terms of nutrition care. Nutrition care is one of the essential
roles of the clinical nutrition professional. As organizational
structures of food and nutrition services are reorganized and
clinical nutrition becomes one of the clinical professional
services, patient feedback data about nutrition care should be
collected and reflected on so that improvements can be made.
As Cartin (3) stated, for effective TQM implementation, satis-
faction of internal customers (ie, people inside the organiza-
tion) should be considered along with external customers (le,
people outside of the organization, such as patients or patients’
families). Customer values should be at the heart of organiza-

1048 / September 2000 Volume 100 Number 9

X
Reproduced with permission of the copyright owner. Further reproduction prohibited without permissionyz\w\w.manaraa.com

——
RESEARCH

0000c0eettteernsestereesereetesrssserstisenaenioscestesssnsreensesse

tional strategy to improve the quality maturity of the organiza-
tion (26).

For the performance of quality evaluation regarding em-
ployee satisfaction (III-1-a), the survey item “our department
identifies the causes of employee dissatisfaction” was rated as
one of the lowest variables (Table 2). In research studies
assessing level of job satisfaction among dietitians, satisfaction
was highest for supervision received and lowest for pay and
promotion (29-32). Additionally, Dalton et al (31) found that
the main reasons for the apparent shortage of dietitians were
low salaries, lack of recognition, limited career growth, and
lack of challenging job functions. Conducting satisfaction as-
sessments of internal customers (employees) to determine
their satisfaction and to identify causes of dissatisfaction has
been reported to improve satisfaction of external customers
(5,6).

The reward system is another motivator of employee satis-
faction. This factor of extrinsic motivation is an important
element in interactions among managers and all management
systems. Inappropriate rewards are a source of discourage-
ment (11,33,34). The perceived performance of the reward
system was rated low by the clinical nutrition and foodservice
groups, who were asked if employees are rewarded for their
performance and if the reward system is based on employees’
quality improvement efforts. Hospital food and nutrition ser-
vices should identify the causes of employee dissatisfaction,
including the reward system, so that they can increase em-
ployee satisfaction and subsequently improve productivity of
the organization.

The negative correlation in the foodservice group between
the number of employees directly supervised and perceived
performance for employee training indicates that when
foodservice managers train employees, they should have a
smaller number of trainees. This change could increase the
effectiveness of employee training programs that include qual-
ity concepts. Knight and Kotschevar (34) reported that TQM
programs, such as quality circles, implemented in the
foodservice industry have not generally succeeded, except for
those involving employee training.

Total employee involvement is the art of getting everyone in
the organization to assume responsibility for making his or her
job easier, more efficient, more productive, and safer (35). In
our study, perceived performance for employee involvement
(ie, employee participation in planning quality care) was dif-
ferent between the clinical nutrition and foodservice groups.
By involving employees in problem solving and decision mak-
ing, employee performance and productivity can be increased.
Employee involvement is an essential element in creating a
team. Employee group-based activities contribute to achieving
efficiency and quality improvement in the organization through
team improvement (36). In addition, employees tend to be-
come more loyal and satisfied when their ideas are reflected in
practice. Hence, they are more motivated to continue the
improvement process (3). Employee involvement in a process
is also an important management tool to improve productivity
and quality.

Information management focuses on discussing mission and
purpose, reviewing and clarifying objectives of the organiza-
tion, developing an understanding of policies and procedures,
reviewing specific goals for quality, and becoming up-to-date
about emerging quality developments (37). To exchange infor-
mation effectively, valuable data and information should be
documented through an appropriate communication systemin
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the organization. If quality exists, it must be documented
appropriately, and producers must develop, implement, and
maintain written procedures for continuous improvement (35).
In this study, conducting documentation and providing infor-
mation through the communication system were rated differ-
ently by groups and positions. The clinical nutrition and
foodservice managers perceived higher TQM performance in
information management than the clinical nutrition dietitians
and foodservice supervisors, and dietitians rated the commu-
nication system more highly than foodservice supervisors.
Foodservice supervisors are in close contact with foodservice
employees; therefore, their perceived performance of informa-
tion management is likely to influence the performance of the
employees they supervise.

Achievement of quality management, the third TQM con-
struct, can be viewed as the ultimate goal of organization and
information management.

3

il

2. APPLICATIONS/CONCLUSIONS

m Various roles of dietitians in organizations other than health
care are emerging, changing, and being enhanced. Dietitians
who recognize the value of assessing TQM impact can apply
TQM concepts inthese organizations, whether they are restau-
rants, catering companies, schools, health food stores, or food
processing/distribution companies. Frequent surveys, such as
the TQM instrument described herein, will greatly assist dieti-
tians in these new roles.

= None of the construct variables recommended for an effec-
tive TQM policy received a perfect score (5.0) from either the
clinical nutrition or foodservice group. Dietetics educators
should concentrate on the lower scores, (eg, patient satisfac-
tion evaluation and reward system) and provide information in
undergraduate and graduate programs about these subjects. If
graduates of such programs are employed effectively, we
should expect them to have significant positive correlations for
most of the TQM variables. Similarly, in human resource
management programs, a score of 2.9 for employee satisfaction
evaluation needs serious investigation.

m A trend toward segmentation is occurring in hospital food
and nutrition services, whereby foodservices and clinical nutri-
tion services are separate. Further studies on the organization
construct of TQM are recommended to consider department
structures from different perspectives.
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